Background: Although mental health promotion is a priority mental health action area for all European countries, high level training resources and high quality skills acquisition in mental health promotion are still relatively rare. The aim of the current paper is to present the results of the DG SANCO-funded PROMISE project concerning the development of European guidelines for training social and health care professionals in mental health promotion. Methods: The PROMISE project brought together a multidisciplinary scientific committee from eight European sites representing a variety of institutions including universities, mental health service providers and public health organisations. The committee used thematic content analysis to filter and analyse European and international policy documents, scientific literature reviews on mental health promotion and existing mental health promotion programmes with regard to identifying quality criteria for training care professionals on this subject. The resulting PROMISE Guidelines quality criteria were then subjected to an iterative feedback procedure with local steering groups and training professionals at all sites with the aim of developing resource kits and evaluation tools for using the PROMISE Guidelines. Scientific committees also collected information from European, national and local stakeholder groups and professional organisations on existing training programmes, policies and projects.
implementers to provide guidelines for training and supervision. Capacity building and training are key issue not only in terms of programme implementation, but also for policy-making, research and advocacy. The report recommends international collaborations to promote training initiatives. The question of which actors should receive training is subject to debate. For the WHO's Mental Health Action Plan for Europe, the current priority for mental health in Europe is, above all, to train primary healthcare professionals [3] . In terms of mental health promotion, this would imply not just integrating appropriately trained mental health professionals into general health or social care services but, more importantly, integrating mental health promotion skills into other professionals' everyday practice and skills repertoires. For lower income countries however, integrating mental health into primary care may not be the best solution: using low-cost approaches such as reinforcing traditional social support around young mothers in the months following childbirth or relying on community health workers drawn from the communities they serve, may be preferable [4] .
Training health and social care professionals in mental health promotion is all the more important in that the principal systematic reviews on this question have found many interventions to be of varying degrees of effectiveness [5, 6] . This is so despite the existence of a wide range of evidence-based programmes and policies available for implementation [7] , and of specific best practice instruments for translating the health promotion evidence base into practice [8] and helping health promotion specialists improve the effectiveness of their interventions [9] . The recent European Psychiatric Association's guidance paper on mental health promotion [10] asserts the importance of embracing the principle of mental health promotion, but makes little reference to training psychiatrists or other health professionals in this area. Currently, the workforce for mental health promotion varies considerably from one country to the next. Although countries such as the Netherlands have created specialised "mental health promotion and prevention workers", high level training resources and quality skills acquisition are rare in Europe, as is training for the quality implementation of mental health promotion programmes. In most countries, undergraduate and postgraduate education in mental health promotion is not a separate specialisation [11] . Various training programmes do however exist, including training manuals for health care professionals in primary care to work with families, training in planning and evaluation in low income countries, training aimed at changing the organisation of health services to promote a more holistic approach to health, and training for parents to promote child mental health [7, 12] System) project included representatives of 14 European Union countries, five countries in accession (at the time) and Norway, representatives of four European networks and the World Health Organization. The project developed an internet database of evidence-based mental health promotion and mental disorder prevention programmes [13] , as well as a training manual for primary health care professionals on mental health promotion for adults based on developing problem-solving skills [14] . The 2004-2006 MINDFUL (Mental health information and determinants for the European Level) project devised a training programme in mental health promotion and prevention interventions as one of its major project outcomes [15] . The 2007-2010 PROMO (Best Practice in Promoting Mental Health in Socially Marginalized People in Europe) project interviewed experts in 14 European countries to identify four components of best practice in promoting mental health in socially marginalised people: establishing outreach programmes; facilitating access to services that provide different aspects of health care including mental health care; strengthening the collaboration and co-ordination between different services; and disseminating information both to marginalised groups themselves and to professionals [16] . Training does not only concern health and social actors. The MINDFUL project focused on setting up a comprehensive system for European mental health monitoring purposes, including a set of 35 mental health indicators [17] . This project led to the development of a three day training course for health professionals and programme implementers, but also for experts and researchers in national institutes or in non-governmental organisations engaged in mental health promotion, aimed at building capacity in terms of use of mental health indicators across European member states.
Within this context, the present article describes how the PROMISE project developed generic guidelines for training social and health care professionals in mental health promotion in Europe.
Method

Scientific committee and partners
The study was part of the PROMISE project (Promoting Mental Health, Minimising Mental Illness and Integrating Social Inclusion through Education), which was funded by the European Commission (DG SANCO) and conducted from 2009 to 2012 [18] . The PROMISE project was carried out at eight sites in seven countries: Aarhus, Denmark; Paris, France; Budapest, Hungary; Molise, Italy; Koper and Ljubljana, Slovenia; Barcelona, Spain; and London, the United Kingdom. The project brought together a multidisciplinary scientific committee representing a variety of institutions including three universities providing mental health training programmes, four mental health service providers with continuous training remits and a public health organisation. The scientific committee was made up of site leaders and researchers from each site. All scientific committee members had experience in the area of either (a) mental health promotion and prevention in social or health care, or (b) training social or mental health care professionals. Professions represented in the scientific committee included clinical and research psychology, pedagogic research, social work, general medical practice and psychiatry. Mental health service users and their organisations participated in each phase of the project.
Document analysis
The methodological approach was adapted to the two major specificities of the scientific committee. Firstly, although most partner countries had national or local policy on mental health promotion, there was little identifiable existing expertise on training professionals on this subject. Secondly, a crucial aspect of the present project involved bringing together in the scientific committee and in local steering groups, stakeholder and professional groups from different sectors who were not accustomed to working together, for whom the same terms did not necessarily mean the same things and who did not possess the same knowledge, competency or experience base. Standard techniques for identifying best practices, such as for example the Delphi process, which tend to iron out potentially powerful but discordant voices too early on in the process, were not considered appropriate. We therefore chose to use a participative stakeholder empowerment approach in three phases. In the first phase, all scientific committee members participated in a two-day training session to become acquainted with each other and acquire the standard thematic analysis research techniques necessary for analysing the scientific and policy literature. The second phase involved an iterative feedback strategy with local steering groups at each site, examining the literature in question and agreeing upon themes that, together, they felt to be important. This year-long process allowed participants across the eight sites and from all different stakeholder and professional groups to develop (a) a common knowledge base on mental health promotion training and policy in this area, and (b) best practice themes identified and accepted by all partners in all countries. During the third phase, the resulting guidelines then underwent a second feedback process, in which local steering groups tested the guidelines and their associated resource kits during local mental health training programmes, targeting different care professions and different health promotion themes. Feedback from each site was progressively submitted to monthly internet meetings of the scientific committee and integrated into the PROMISE Guidelines and their associated resource kits.
In the initial step, all site leaders and all members of the scientific committee participated in a two-day training programme on mental health promotion and thematic content analysis techniques [19, 20] with the aim of building a Document Analysis Template, an initial coding frame to be used for the analysis of the principal EU policy documents and EU-funded scientific literature and policy reviews on mental health promotion to identify information concerning training professionals on this subject. During this face-to-face meeting, in order to guarantee that each scientific committee member mastered the necessary research techniques for the analysis that was to follow, codes were developed by all members of the scientific committee collectively reading the European Pact for Mental Health and Well-Being [1] line by line, based on the principles of thematic content analysis. Each member was asked to identify texts within the document that they considered in any way to be linked to the principal research question of good practice in training professionals in mental health promotion. Recurring themes were identified, and each theme was given a brief definition and illustrated with examples. For example, the need to adopt an interdisciplinary and intersectoral approach in mental health promotion was rapidly identified as a recurring theme. An illustration of this comes from the European Pact itself, which underlines, with regard to mental health and well-being in young people, the importance of promoting training of professionals in the health, education, youth and other relevant sectors [1] . The resulting coding frame was then used to code the two major existing EU-funded literature and policy reviews on mental health promotion in Europe: the IMHPA Project [21] and the MINDFUL Project [22] . Discrepancies in coding between centres were identified and clarified during online scientific committee meetings across all sites. In cases where new codes were identified, these were discussed and included into the coding frame.
The new Data Analysis Template was then used to analyse eight further policy documents and scientific literature reviews. Saturation was reached rapidly: although all documents were found to mention training, few explored quality criteria in any detail. At the end of this process, three further documents concerning specific themes that had been mentioned but not developed in the first 11 documents were added for analysis. These documents concerned: mental health policy in low and middle-income countries [23] , mental health promotion for mental health service users [24] , and community capacity building [25] .
Documents analysed by PROMISE Scientific Committee members
The following 14 documents were analysed by all scientific committee members at all PROMISE sites:
Slovenian Presidency of the European Union:
European [25] . http://www.phac-aspc.gc.ca/mh-sm/mhppsm/pub/community-communautaires/pdf/commcap-build-mobil-youth.pdf
Iterative feedback process with local steering groups
The next stage of the analysis consisted in merging the 50 identified codes into categories and their subsequent refinement and grouping into main conceptual themes [29, 30] . The resulting quality criteria were then presented to local steering groups at each site. Each local steering group was required to include, in addition to the members of the local PROMISE research team: mental health professionals with experience in mental health promotion, service user stakeholders, and training professionals. Feedback from local steering groups was integrated into the Guidelines using a consistent methodology across the collaborating PROMISE sites, to arrive at findings that are not limited to specific groups or specific national contexts. In this manner, the final ten themes were confirmed as the ten PROMISE Guidelines quality criteria for training professionals in mental health promotion.
Resource kit development process
At this point, the Guidelines were then subjected to a second iterative feedback procedure with the local steering groups. The aim of this second feedback procedure was to develop, for each of the ten quality criteria, resource kits and evaluation checklists in all participating languages, to be used when creating generic mental health promotion training programmes, or programmes for specific care professions or on specific themes. Steering groups also gathered information from national or local policy texts, stakeholder groups and professional organisations on existing local training programmes or policies. Details of this process of evaluating the PROMISE Guidelines across the eight European sites are described elsewhere, including testing the Guidelines with regard to particular care professions [31, 32] and specific health issues [33, 34] . Feedback from each site was progressively submitted to monthly internet meetings of the scientific committee and integrated into the Guidelines.
Results
The PROMISE Scientific Committee identified ten final quality criteria for training health and social care professionals in mental health promotion:
The Ten PROMISE Quality Criteria for Training Professionals in Mental Health Promotion
Quality training programmes for health and social care professionals on mental health promotion should respect the following ten quality criteria: The complete PROMISE European Guidelines for Training Professionals in Mental Health Promotion, including resource kits and checklists in seven EU languages, as well as applications to the specific training needs of psychiatrists, psychologists, nurses and social workers, can be consulted at: http://promise-mentalhealth.com [35] .
Feedback from local steering groups
The results from the second iterative feedback procedure with local steering groups underlined the importance of developing comprehensive resource kits attached to each of the ten quality criteria. For many local stakeholders, the concept of mental health promotion itself was new. Others pointed out that a closer look at existing local mental health promotion programmes often revealed that the programmes actually being implemented were simply traditional prevention programmes. Local steering groups underlined the importance of giving examples of mental health promotion programmes with the different populations that training participants may be working with. Social and health care professionals stressed the fact that most qualified care professionals have only received training in preventive or curative approaches to mental health. It was therefore considered essential that the resource kits be adapted not only for undergraduate "initial" training on mental health promotion in general but also for postgraduate or continuous training on specific mental health promotion themes or projects. Carer and user members of the steering groups insisted that, if they were to participate in training care professionals, the language used in the guidelines should be kept as simple as possible, with a glossary of terms for participants not coming from academia or who do not have the same professional or experiential background. Similarly, resource kits should include material and references in their local European languages, to facilitate participation of stakeholder groups who were not necessarily fully familiar with the English language. Finally, references and links were systematically and comprehensively made with sister European project, CompHP (Developing Competencies and Professional Standards for Health Promotion Capacity Building in Europe) [36] , which has produced recommendations on core competencies for general health promotion. Similarly, links were made with the work of the European Network for Mental Health Promotion [37] which is developing mental health promotion handbooks and e-learning programmes with a particular focus on schools, workplaces and older people's residences [38] .
The final PROMISE Guidelines resource kits contain, for each of the ten quality criteria, a detailed description of the quality criterion in question, definitions of the principle terms used, key policy documents related to that criterion, examples of existing training programmes and mental health promotion interventions that respect this quality criterion, and a checklist for quality evaluation, as well as links to posters, brochures, relevant internet resources, and stakeholder websites. All this is available in the languages of all members of the PROMISE consortium [35] . For example, the resource kit attached to the first quality criterion (QC1) defines the key terms and concepts used, paying particular attention to using terminology that remains accessible to all stakeholders. Concepts such as the 'right to health' , 'health inequalities' or 'health determinants' are presented as follows: "Health promotion is not just about changing attitudes and behaviours, but also about defending people's right to health and changing living conditions. Inequalities in society can lead to poorer mental health for those with less mental health resources. Mental health promotion involves acting upon the determinants of mental health, including clients' and communities' social and ecological conditions, income, employment, housing, leisure, daily routines, transport, social and physical environment." The same resource kit then goes on to present a list of international training programmes that embrace the notion of mental health promotion as distinct from but not excluding mental illness prevention. Each programme is briefly described. Programmes address issues such as: social and emotional well-being; resilience; interpersonal skills; the cultural diversity of notions of well-being; mental health as a right; understanding loss and grief; using and abusing drugs and alcohol; developing parenting skills. Feedback from local steering groups also revealed the importance of the checklists associated with each quality criterion. Checklist items such as, for QC1, "The training programme underlines how to impact on the determinants of mental health so as to increase positive mental health and to reduce inequalities" or "The training programme refers to promoting mental health in general or with regard to a specific mental health theme, and not just to preventing mental illness" proved particularly useful in helping training designers evaluate how well their programmes respected the quality criterion in question.
Discussion
The PROMISE Project research process identified ten final quality criteria around which were then constructed the PROMISE Guidelines for training social and health care professionals in mental health promotion. The first of these criteria (QC1) underlines the fact that training programmes in this area need to embrace the principles of mental health promotion as distinct from mental illness prevention or curative care. Positive mental health is to be seen as a resource, as a value on its own and as a basic human right essential to social and economic development. Mental health promotion seeks to act on the determinants of mental health in order to promote positive mental health and optimise the psychological development of the whole population, including those who are suffering from mental health problems or who are seen to be at risk. A mental health promotion approach thus includes mental illness prevention as one of its expected outcomes, but refuses to equate mental health with the simple absence of illness [2] .
The following three criteria identify different actors that need to be involved in mental health promotion. Firstly, empowering all community stakeholders for effective involvement (QC2) is essential if each is to play a meaningful and sustained role in the programmes being implemented. Secondly, adopting an interdisciplinary and intersectoral approach (QC3) is at the centre of all contemporary mental health promotion capacity building policy. The 2005 WHO European Declaration on Mental Health famously asserts that: "There is no health without mental health. Mental health is central to the human, social and economic capital of nations and should therefore be considered as an integral and essential part of other public policy areas such as human rights, social care, education and employment" [3] . This cannot be achieved by the health sector alone. Indeed, effective mental health promotion involves acting on the social, ecological and economic determinants of health: enhancing social connectedness and social inclusion, fighting against discrimination and violence, adapting the physical environment, living conditions, transport and schools. Given the diversity and multiplicity of the determinants of human well-being in any given situation, mental health promotion is intrinsically intersectoral. It should involve a broad range of professionals not only from the health, education, social and justice sectors, but also other stakeholders such as civil society organisations, and user and carer organisations [3, 7, 21] . Multidisciplinary, intersectoral teamwork should be included in the training of all actors. This is particularly true for mental health staff in the context of deinstitutionalisation, with carers and other community stakeholders, including primary care professionals, playing an increasing role in providing support for people with mental health problems [3] .
An essential component of this training is the development of a common language between specialists from different professional backgrounds working in different sectors, aiming for common core competencies and capacities such as skills in communication, management, facilitating implementation and evaluation in order to strengthen working partnerships in mental health promotion projects [3] . Finally, QC4, Including people with mental health problems, underlines the fact that mental health service users and carers have legitimate roles to play in participating in developing and conducting training for professionals in mental health promotion and also in promoting mental health in general. One of the major reasons why mental health promotion programmes fail concerns the stigma in most European societies with regard to mental health issues. Involving people with mental health problems in the design and delivery of these programmes has been shown to be a key way (a) to combat this stigma and (b) to design messages and actions that avoid creating new reasons for stigmatisation [11] . Service users' experiences of living with mental illness and of the stigma associated with mental illness, need to be utilised in a proactive way in the design and delivery of mental health promotion programmes. Building user skills for participation in training and advocacy is therefore a priority in mental health promotion [24] . Thus training professionals in mental health promotion necessarily includes a process of inclusion of service user trainers in these programmes.
Capacity building and training are also key issues for effective advocating (QC5) and for consulting the knowledge base (QC6), both of which are identified as specific chapters in the final PROMISE guidelines. Building health promotion advocacy networks based on up-to-date scientific evidence and ethnographic information, drawing from a variety of methods, including epidemiology and social sciences for identifying action strategies are key ways for bringing different sectors to work together effectively. Understanding advocacy skills is particularly important when defending and integrating the point of view of socially excluded groups, such as Roma populations, undocumented migrants or the longterm unemployed. Introducing advocacy skills into front-line services, with the aim of developing effective mental health promotion programmes, requires specific training of both health and social care staff, as well as interpreters [16] .
A weakness of many capacity building programmes in the area of mental health promotion is to neglect questions of training and support with regard to programme implementation. The quality of programme delivery, the skill and style of delivery and the way the programme integrates participants' and stakeholders' different points of view, will strongly influence participant responsiveness and engagement [36] . Furthermore, research on this issue is scanty: little is known about the impact of training on knowledge, attitudes and behaviour with regard to mental health promotion [39] . Three PROMISE guideline criteria address these questions. Adapting interventions to local contexts and needs in a holistic, ecological approach (QC7) and identifying and evaluating risks (QC8) are key to promoting programme delivery skills that will empower individuals and communities to decide the level of risk they are prepared to take with their health. This is particularly true with regard to addressing stigma about mental illness and people with mental illness, a major barrier to accessing not only care, but also information on mental health in general. Training professionals in using the media (QC9), including the Internet and online social networks, has proven to be effective in challenging stigma, increasing peer support and promoting positive attitudes towards mental health issues in general [11] . In the same vein, the European Parliament Resolution of 19 February 2009 on Mental Health calls for the development of European guidelines for responsible coverage of mental health by the media.
Finally, quality training for health and social care professionals in evaluating training, implementation and outcomes (QC10) is key to success. Mental health promotion also involves acquiring skills with regard to evaluating not only the training itself, but also the implementation and outcomes of the mental health promotion objectives being targeted in the training. QC10, which asserts the principle of evaluation, also has implications for respecting criteria such as QC7 which insists that the different stakeholders in the communities involved in a given mental health promotion programme should also be involved in evaluating that programme.
There were a number of limitations to the study. In the methodology, the categorisation process inevitably simplified the data, reducing differences of interpretation and the richness of local experiences. The resource kits attached to each quality criterion do to some extent recreate the richness of cultural diversity between sites. However, these are in seven different languages, and remain relatively inaccessible to partners not fluent in these languages. Only the checklists, the EU-funded documents and the English language documents were accessible to all PROMISE partners. Further limitations include the fact that the members of the scientific committee, the local steering groups and local experts were chosen on the basis of local knowledge or research team membership: recruitment was therefore to some extent opportunistic and may have been inconsistent. Finally, the selection of documents to be analysed, consisting almost entirely of EU-funded policy documents and literature reviews, and in spite of continuing to examine further documents exploring specific themes well after saturation had been reached, will inevitably influence external validity. Generalisation to settings outside European contexts should take this into account.
On the other hand, the study does have a number of strengths. A substantial number of professionals and stakeholder groups were consulted across eight sites in seven European countries. The scientific committee was composed not only of mental health professionals, but included representatives from social work, predagogic research and general medical practice, as well as mental health service users. Similarly, partners included a variety of institutional categories including universities providing mental health training programmes, mental health service providers with continuous training remits and a public health organisation. All scientific committee members participated in all steps of developing the document analysis template, coding, identifying themes and the resulting ten quality criteria, and integrating feedback from consultation with partners at local sites. The final list of ten guideline criteria reflects commonalities across countries and research teams despite national, institutional or professional differences, and therefore may be seen to be widely applicable.
Conclusions
In conclusion, the final PROMISE Guidelines for training health and social care professionals in mental health promotion are built around ten quality criteria, each with its associated resource kit and checklist. These Guidelines are the result of a three year process based on a thematic analysis of policy documents and scientific literature reviews, and integrating feedback from local and European professional and stakeholder groups across eight European sites. It is hoped that the PROMISE Guidelines will contribute in a significant way to implementing policy in this important area.
